A 44-year-old man presented with a 1-day history of sudden-onset abdominal pain. The pain was characterized as severe, diff use, sharp, and nonradiating. Associated symptoms included nausea, vomiting, diarrhea, and subjective fevers. He was originally from El Salvador, but had not traveled in . 10 years. Review of systems was positive for 2 weeks of dry cough with associated mild, bilateral, pleuritic chest pain and subjective weight loss. His medical history was notable for gout and end-stage renal disease secondary to chronic nonsteroidal antiinfl ammatory drug use, for which he attended hemodialysis sessions three times weekly. Surgical history consisted of a currently nonfunctioning left upper extremity fi stula, a longstanding right internal jugular PermCath IV access for chronic hemodialysis that had been removed 2 weeks prior to presentation, and a left brachiocephalic fi stula. He did not smoke, consume alcohol, or have a history of illicit drug use.
[ Pulmonary, Critical Care, and Sleep Pearls ] Physical Examination Findings Th e patient was a well-nourished man in mild distress secondary to abdominal pain. Vital signs were as follows: temperature, 37.3°C; heart rate, 108 beats/min; BP, 177/92 mm Hg; respiratory rate, 24 breaths/min; and oxygen saturation, 97% while on 2 L/min of oxygen via nasal cannula. Signifi cant physical examination fi ndings included fi ne bibasilar crackles in the chest, abdomen diffusely tender to palpation, regular heart sounds without murmurs or gallops, and no lymphadenopathy or skin rashes.
Diagnostic Studies
Transthoracic echocardiogram showed an echodensity on the anterior leafl et of the mitral valve. Contrastenhanced CT scan of the abdomen showed an ovoid focus of contrast arising from an arcuate branch of the superior mesenteric artery ( Fig 1 ) What is the diagnosis? Th e best imaging modalities for identifying SMAAs are contrast CT scan and MRI, both of which have a sensitivity and specifi city of 90% to 95%. Contrast CT scanning shows a pseudoaneurysm as an enhanced mass of soft tissue attenuation adjacent to a vessel. CT angiography is helpful prior to surgical intervention to evaluate for evidence of aneurysm rupture and for the presence of collateral fl ow around the aneurysm. Ultrasonography has a lower sensitivity of 82% and specifi city of 92% and shows a pseudoaneurysm as a swirling pattern of internal fl ow in the center of the mass.
Surgery is the recommended treatment of SMAAs. Because of the high risk of SMAA rupture, surgery should be performed as soon as possible aft er diagnosis regardless of the size of the aneurysm or the presence of symptoms. Surgery of choice is aneurysm resection with arterial reconstruction to prevent ischemia; alternatively, segmental resection of the involved bowel can be performed. Resection and reconstruction is accomplished via autologous vein graft ing, with the saphenous vein being the conduit of choice in mycotic aneurysms or in cases with intestinal ischemia. Ligation of the vessel without reconstruction is possible if the patient has adequate collateral fl ow to the intestine via inferior pancreaticoduodenal or middle colic artery branches. Embolization and stenting confer a greater risk of mesenteric ischemia and are therefore reserved for poor surgical candidates or hemodynamically unstable patients.
Clinical Course
Th e patient underwent CT mesenteric angiography, which substantiated the presence of a 19 3 14-mm pseudoaneurysm of the superior mesenteric artery, essentially stable as compared with the fi ndings of previous CT scans.
All four blood cultures were positive for pansensitive Clinical Pearls 1. SMAA is an important diff erential diagnosis in any patient who presents with abdominal pain, fever, and a pulsatile mass.
2. CT scan with contrast and MRI are the most sensitive and specifi c imaging modalities for diagnosing SMAAs, but ultrasonography can also be helpful.
3. Surgery is the treatment of choice for SMAAs because of their high risk of rupture and patient death; 6 to 8 weeks of antibiotic therapy is also indicated in the case of mycotic aneurysms.
4. Mycotic VAAs are a rare but important cause of mortality in infective endocarditis.
